Family caregivers of patients with moderate-to-severe traumatic brain injury (TBI) regularly visit the patient during the hospital stay and are involved in their care. As impairments caused by the TBI often preclude the patient from stating preferences for visitors, family caregivers often make decisions about visitors on the patient's behalf during the hospital stay. However, limited literature investigates this process. The purpose of this study was to describe family caregivers' experience of visitors while the patient with moderateto-severe TBI is hospitalized. Authors used grounded theory to conduct 24 interviews with 16 family caregivers. Findings showed family caregivers manage welcome and unwelcome visitors throughout the hospital stay to protect the patient's physical and emotional safety and to conserve their own energy. Staff had limited involvement in management of unwelcome visitors. These findings have practice implications for educating hospital staff about providing family nursing and assisting families to manage unwelcome visitors and about policy implications for improving hospital visiting policies.
spending long hours at the hospital, some family caregivers expressed a desire to help staff with patient care, such as assisting with the patient's bath (Oyesanya, 2017) . Other family caregivers are involved in the patient's care by sharing information with staff to help them understand the patient better (Nalder, Fleming, Cornwell, & Foster, 2012) . Still others are involved by advocating for the patient and attempting to plan for the patient's future (Gagnon, Lin, & Stergiou-Kita, 2016) . Family caregivers' involvement in the patient's care often occurs while visiting (Oyesanya & Bowers, 2017) .
Families' Perceptions of Visitors During the Hospital Stay
No literature exists on families' perceptions of visitation for patients with moderate-to-severe TBI. The general literature on visitation focuses on other acute health conditions and shows that most family members have preferences about visitors, preferring immediate and extended family members over other visitors (Wu et al., 2015) . Research on visitation for other acute health conditions shows that family caregivers attempt to support the patient during the hospital stay through physical presence and comfort (Chapman et al., 2016) . Family caregivers' perception that their physical presence is beneficial to the patient increases their desire to be physically present with the patient on regular and frequent basis (Chapman et al., 2016) . As impairments caused by moderate-to-severe TBI often preclude the patient from being able to make decisions during the hospital stay (Steward et al., 2016) or to state their visiting preferences, family caregivers of these patients often make decisions about visitors on the patient's behalf.
Knowledge Gaps in Visitation Literature
Despite the plethora of research on general hospital visitation (Chapman et al., 2016; Clay & Parsh, 2014; Hart, Hardin, Townsend, Ramsey, & MahrleHenson, 2013) , gaps in knowledge exist because most literature only focuses on issues such as frequency and duration of visitors, and limited literature is available on patients with TBI. First, much of the literature focuses on visits to the patient while in critical care. However, visitors are present throughout the hospital stay, regardless of the unit or phase of recovery. Second, few studies have taken quality or appropriateness of visiting into account, including the appropriate number, frequency, timing, and types of visits. Third, only two articles are available about visitation concerning patients with cognitive impairments, including patients with moderate-to-severe TBI. The available literature on visitation for patients with moderate-to-severe TBI provides limited direction due to inconsistencies in the negative (Turkstra, 2013) and positive (Gorji, Araghiyansc, Jafari, Gorgi, & Yazdani, 2014) effects of visitors, suggesting the need for additional research.
Fourth, the number, frequency, and duration of visitors are often determined based on patient and staff preferences. However, patients with cognitive impairments, including patients who have unconsciousness, amnesia, and limited awareness caused by moderate-to-severe TBI, are unable to make decisions (Steward et al., 2016) , including decisions about visitors. Thus, family caregivers often make decisions about visitors on the patient's behalf. Yet, no research on this topic could be found, which limits in-depth information that will inform nurses about (a) how family caregivers make decisions about managing visitors, (b) the work and well-being of these family caregivers in this process, and (c) the ability of health care providers and researchers to make recommendations on opportunities for collaboration to manage visitors between nurses and family caregivers in this process. Therefore, the purpose of this article is to describe family caregivers' experience of visitors while the patient with moderate-to-severe TBI is hospitalized.
Method

Study Design
We conducted this study using grounded theory to examine the process of managing visitors during the hospital stay for family caregivers of patients with moderate-to-severe TBI (Bowers, 1990; Bowers & Schatzman, 2009 ). Our goal was to build a beginning conceptual model describing family caregivers' experience of the hospital stay. Based on symbolic interactionism, grounded theory is particularly well suited for exploring how a participant understands a situation and the actions that flow from that understanding (Bowers, 1990) . In addition, the sociological foundation of the method facilitates locating the phenomenon under study within particular social contexts and conditions. This allows the researcher to explore how various conditions influence the participants' understanding and actions (Blumer, 1969) . As very little is currently known about the experience of these family members, methodologies that are guided by predetermined conceptual models or existent literature would be less appropriate for the task (Creswell, 2013) .
After receiving approval from the participating institutional review boards, participants were recruited from three inpatient rehabilitation facilities in the United States. Two inpatient rehabilitation facilities were in-hospital rehabilitation units located inside large, academic medical centers with 25 beds, and the third was a free-standing rehabilitation facility with 50 beds. No rehabilitation facility involved in this research study specialized in care of patients with TBI. Patient-specific inclusion criteria included (a) age 18 years or older, (b) diagnosed with moderate-to-severe TBI, (c) Glasgow Coma Scale score between 3 and 12 on admission to inpatient rehabilitation, and (d) currently undergoing inpatient rehabilitation. Each family caregiver was eligible to participate if they (a) were aged 18 years or older, (b) spoke English fluently, by self-report, and (c) identified as the anticipated primary family caregiver after discharge. We defined anticipated primary family caregiver as the person who planned to be most involved in the patient's care after hospital discharge. Other family members who were highly involved in the patient's hospital stay but were not the primary family caregiver also participated. These other family members often became aware of the study if they were present while the nurse manager was recruiting the primary family caregiver and volunteered to participate. When this occurred, the primary family caregiver encouraged the other family member to participate.
A different nurse manager at each of the three recruitment sites approached all primary family caregivers to determine interest in participation. To ensure they used a consistent approach, each nurse manager was given a script to use in directing their conversations with family caregivers for the recruitment process. When the family caregiver expressed interest in participating, the nurse manager distributed a study information sheet with the first author's contact information. The first author gave all interested participants detailed information about the study, including the study purpose and necessary study activities. After reading the informed consent and asking any questions, all participants signed the informed consent prior to the first interview.
Study Participants
A total of 15 patients were eligible to participate, and none were identified as index cases. When approaching the family caregivers of eligible patients, two declined to participate. The final sample included 16 family caregivers associated with 13 patients with TBI. All family caregivers were White, most were women (n = 14), and most self-identified as the primary family caregiver after discharge (n = 14). The average age of primary family caregivers was 55 years (range = 22-76) . Biological relationships of primary family caregivers included parents (n = 5), spouses (n = 7), and other (n = 1; i.e., child). Biological relationships of other family members who participated included other (n = 3; i.e., grandparent, sibling, and cousin). Patients were all White and were mostly men (n = 11). Causes of injury included falls (n = 8), motor vehicle accidents (n = 3), and other (n = 2; e.g., gunshot wound). All patients were unconscious upon arrival to the hospital and were in a coma in the intensive care unit (ICU) for an extended period of time (ranging from 1-12 days). The patients' average age was 47 years (range = 19-79) and average length of hospital stay at the time of the first interview with the family caregiver was 26 days (range = 8-40). Finally, patients' average length of stay at the inpatient rehabilitation facility was 17 days (range = 5-33).
Data Collection
Interviews with family caregivers occurred between February 2015 and July 2016. The first author conducted all 24 semistructured interviews with family caregivers. Each family caregiver was interviewed one (n = 16) or two times (n = 8); second interviews were used to add depth to the conceptual model. The first eight family caregivers were asked to do a second interview as the initial interviews were pertinent in providing direction for development of the conceptual model. During second interviews, the first author asked follow-up questions developed based on information provided by the participant during the first interview. These follow-up questions allowed the authors to further understand the participants' experience. Questions during the second interview included asking for additional examples that illustrated their experience and for feedback on the conceptual model.
Interviews averaged 68 min (range = 48-150). The first interview occurred 7 days after admission to inpatient rehabilitation. The second was held 48 to 72 hr before discharge, which was 4 to 7 days after the first interview. Interviews were conducted in a private conference room at the inpatient rehabilitation facility and were audio recorded and transcribed verbatim. All data were kept on a password-protected computer that was connected to a secure server, and the computer was located in a locked research office.
Authors also used theoretical sampling, which can be achieved through selection of subsequent participants or by revision of interview questions to explore directions indicated by ongoing analysis (Strauss & Corbin, 1998) . Due to the limiting nature of our recruitment process (i.e., inability to select for characteristics of the patients' and family caregivers' circumstances under which the TBI was sustained), theoretical sampling was pursued by revising interview questions to follow the ongoing analysis. For example, during the first four interviews, family caregivers were asked, "Can you tell me about what things have been like for you while your family member has been in the hospital?" allowing family caregivers to determine the direction of the interview. Although family caregivers were interviewed while the patient was undergoing inpatient rehabilitation, interview questions asked family caregivers to reflect on their full hospital experience (from admission to ICU up until 48 to 72 hr before hospital discharge). Most family caregivers spontaneously identified concerns about visitors throughout the hospital stay, specifically their influence on the patient. To add depth to the conceptual model, subsequent participants were asked, "What is your experience with visitors while your loved one has been hospitalized?" Follow-up interview questions became more focused to identify all dimensions, conditions, and interactions among categories. Although questions evolved throughout the study, the authors used a topic or interview guide with each participant.
Data Analysis
The authors followed tenets of grounded theory to conduct data collection and analysis, specifically procedures outlined by Strauss and Corbin (1998) and Charmaz (2014) , which directs the researcher to begin data analysis early (i.e., immediately after the first interview) and to conduct data collection and analysis simultaneously (Strauss & Corbin, 1998 ) with a research team (Charmaz, 2014) . The research team consisted of two professors of nursing who are grounded theory experts with over 40 combined years of grounded theory expertise and five nursing doctoral students well-versed in grounded theory methodology.
To reduce bias, interview questions began with a broad focus on the experience of the hospital stay instead of asking leading questions (Strauss & Corbin, 1998) . However, participants immediately began discussing management of visitors to protect the patient's safety without prompting. As grounded theory directs the research to follow the direction of the participants' perspectives (Strauss & Corbin, 1998) , we revised interview questions to gain an in-depth understanding of the participants' experience of managing visitors. For instance, during an interview, a family caregiver shared, "we didn't want a parade of people going and coming through her hospital room because it wasn't safe" (Caregiver 3). This quote indicated the family caregiver had concerns about visitors and how visitors influenced the safety of the patient. In a subsequent interview with the same family caregiver, the first author asked follow-up interview questions focusing on visitors, including:
1. You said a parade of people coming to see your daughter would be unsafe. Could you please tell me why this would be unsafe? 2. What could've happened if the wrong people came to see your daughter? and 3. How do you choose who should come see your daughter and who shouldn't?
These questions elicited new data about the process of managing visitors, allowing the authors to obtain detailed data that were related to the core category, managing visitors.
Detailed coding and data analysis procedures. Following the tenets of grounded theory, our data analysis process included open, axial, and selective coding (Charmaz, 2014) , each described in detail below. Analysis of our data began with open coding, consisting of line-by-line analysis of each transcript (Strauss & Corbin, 1998) . For example, a family caregiver shared, When people came unannounced, we told them that we would contact people when she was actually conscious, and when it would actually mean something to her because then it would be familiar faces. But what's the point of sitting there staring at her, unconscious in a bed with a ventilator going? (Caregiver 4) This quote was related to the time frame of having visitors and was coded as (a) unannounced visitors, (b) visitors are inappropriate while unconscious, and (3) visitors are appropriate/meaningful when conscious. Throughout the analysis process, specific events were coded and grouped together based on similarities, also known as categories (Strauss, 1987) . Next, authors identified properties, which are detailed characteristics that pertain to a specific category, leading to identification of salient dimensions of family caregivers' experience (Strauss & Corbin, 1998) .
Constant comparative analysis was used to compare participants' experiences and events (Strauss & Corbin, 1998) . Next, we used axial coding to look for similarities and variations in categories, subcategories, and properties and determined how they related to one another (Strauss & Corbin, 1998) . For instance, after identifying that family caregivers focused on managing visitors with the purpose of protecting the patient's safety, we used axial coding to dichotomize safety into two conceptually distinct subdimensions that were related to one another: physical safety and emotional safety. Conditions were identified, which provided context to the events family caregivers experienced (Strauss & Corbin, 1998) . Conditions that appeared frequently throughout our data related to the family caregiver's perception of visitors' threat to patients' safety, specifically relating to threats to physical and emotional safety. Finally, authors used selective coding to confirm the core category and integrate all categories, resulting in a conceptual model (Strauss, 1987) . A conceptual model is used to illustrate the relationships between salient categories that are grounded in the data (Charmaz, 2014) . In our study, the core category was managing visitors, which was associated with two other categories: welcome visitors and unwelcome visitors. Data collection and analysis continued until saturation on selected categories (i.e., managing visitors) was reached, whereby it was determined that "the researcher cannot discover new dimensions in the data being collected" (Bowers, 1990, p. 48) .
Rigor
Consistent with Charmaz (2014), we used grounded theory evaluation criteria of credibility, originality, resonance, and usefulness to ensure rigor. We ensured credibility by selecting a core category and subcategories that covered the experience of multiple participants. In addition, we incorporated quotes from the majority of our participants to demonstrate sufficiently representative evidence of our findings (Charmaz, 2014) . We achieved originality by electing to focus on a core category and subcategories that would offer new insights for health care providers on the process of managing visitors for family caregivers of patients with TBI during the hospital stay. We also achieved resonance by developing a conceptual model that represented the experience of our participants and was confirmed by participants through member checking (Charmaz, 2014) . We used member checking to determine whether our participants' experiences were accurately described in our conceptual model. To do so, during data collection, the first author showed participants pieces of the conceptual model and asked for feedback on whether their experience was included, missing, or could be more accurately described. We used the participants' feedback to elaborate on and confirm our conceptual model (Charmaz, 2014) . Finally, usefulness was achieved by ensuring our research included "interpretations that people can use in their everyday worlds" (Charmaz, 2014, p. 338) .
In addition, ongoing memo writing increased the rigor of our study to (a) reduce and limit introduction of bias or preconceived notions into development of our conceptual model; (b) generate information for data collection and analysis, including ideas for theoretical sampling; and (c) assist with development of the conceptual model and interrelations among dimensions (Charmaz, 2014; Strauss & Corbin, 1998) . We referred back to our memos as needed throughout the study and as we prepared our manuscript.
Results
The core category in our findings was managing visitors (see Figure 1) . Many family caregivers focused on managing visitors, and there was considerable effort involved. Managing visitors was intended to (a) protect the patient's safety and (b) conserve family caregiver's own energy. Family caregivers were concerned about two types of safety for the patient: physical and emotional. Protecting the patient's physical safety focused on preventing reinjury, fatigue, or overstimulation; protecting the patient's emotional safety focused on stabilizing the patient's emotional state. Family caregivers attempted to conserve energy to have enough energy to focus on the patient.
Managing Visitors
Family caregivers characterized visitors in two ways: welcome or unwelcome. Welcome visitors included people who were believed to have a positive influence on the patient, the family caregiver, or both. Unwelcome visitors were people perceived to have a negative (or potentially negative) influence on the patient, the family caregiver, or both. Some visitors were initially welcome but were shifted to unwelcome based on visiting behavior.
Welcome visitors. Welcome visitors were considered safe people. For instance, safe visitors (a) did not (or had not) cause the patient any physical harm, (b) had a positive attitude or demeanor, (c) had a positive effect on the patient, such as making the patient smile and laugh. "Nobody was allowed in her room unless they had a happy face and a happy voice! Happy thoughts. Positive energy. This is what we try to keep going in her room" (Caregiver 1).
Welcome visitors could also benefit the family caregiver by providing (a) emotional support, (b) tangible support (such as bringing food or clothes), or (c) assistance with the family caregiver's hospital work. These visitors were typically the family caregiver's family members and close friends.
We have great group of friends. It may not help at the time for the patient, but what a difference for me. I wasn't even thinking about food. My friends brought in baskets of food, not for my husband, but for me. So that made a difference. (Caregiver 10) Managing welcome visitors Approach 1: Managing welcome visitors alone. Most family caregivers were able to manage welcome visitors alone. Welcome visitors were often encouraged to visit throughout the hospital stay. Only the number and frequency of welcome visitors, as well as the timing and duration of their visits, needed to be managed. This included sequencing visitors to avoid overstimulating the patient and to allow the family caregiver to rest in between visitors in effort to conserve energy. Family caregivers also managed visitors as a group and individually before and after visitors arrived to the hospital.
Before welcome visitors arrive to the hospital. When managing welcome visitors alone, family caregivers attempted to manage visitors as a group before they visited. Family caregivers who regularly used social media used Facebook to communicate with visitors. This involved posting daily status notifications to inform welcome visitors whether to visit that day, instructing them on frequency and duration of visits, and coordinating visits. "I had put messages out on Facebook saying that, 'Okay, well this is what her status is. And the rooms are small. We're not accepting visitors right now'" (Caregiver 3). Those less familiar with social media used email or phone trees, contacting one or two people and having them pass the word on.
We kind of had a phone tree. So, like I was assigned central contact and then I would pass it on to my dad. Then my dad would call my ex-husband and they'd kind of disperse information on to the rest of the family. (Caregiver 6) There was a large volume of individual people contacting family caregivers via phone calls and text messages to determine when would be a good time to visit the patients. Family caregivers who did not feel overwhelmed responded to each call and text by sharing pertinent information about visiting. Those who felt overwhelmed chose not to respond or chose to direct welcome visitors to Facebook for more information. "My phone rang up so much that it actually shook itself off the table because it did not stop going off from all the calls and text messages. So, I started directing people to Facebook." (Caregiver 7)
To manage potentially problematic welcome visitors who were a possible threat to the patient's safety, family caregivers had conversations with them before they arrived and asked them not to overwhelm the patient or give them unpleasant information.
After welcome visitors arrive to the hospital. Once welcome visitors arrived, family caregivers who were assertive asked them to limit the duration of their visit. When some family caregivers felt the visit was long enough or felt the patient was becoming overstimulated or fatigued, they asked the visitor to leave.
And then if they didn't leave, I'd say, well, I think my husband looks like he's getting a little tired so we're going to go into the room and have him lie down. And so that was their cue to leave. (Caregiver 8) Consequences of welcome visitors. Family caregivers often had success in managing welcome visitors. Family caregivers reported that the presence of these visitors often brought the patient back to reality.
Yeah, he's had visitors, and I think it was real good. In fact, once he became aware of his surroundings again, I think that's when it would have been the most important because that was bringing him back to reality. (Caregiver 6) However, managing welcome visitors was fatiguing. "It was exhausting for me because I basically had to play hostess for hours on end, and it was very difficult" (Caregiver 9).
How managing welcome visitors changed over time. Managing welcome visitors changed over time, and the phase of the patient's recovery was also used in determining who was welcome at the following times: (a) early in recovery and (b) later in recovery. Early in recovery, usually during critical care, family caregivers limited visitors to close family members and friends. "When he was first admitted, my husband and I asked that they just be immediate family coming to visit" (Caregiver 12).
Later in the patient's recovery, often during inpatient rehabilitation, some family caregivers were less restrictive and allowed an increase in the frequency and duration of welcome visits.
When he was in ICU, we never went more than two at a time. We would visit and just stay short amounts of time. As he got better, especially on rehab, the more he started to interact with us and the more awake times he had, that made a difference as to how long we would stay. (Caregiver 11) However, regardless of phase of recovery, unwelcome visitors were prevented from visiting.
Managing unwelcome visitors
Unwelcome visitors. Unwelcome visitors were considered dangerous people. Unwelcome visitors were defined as people whom family caregivers perceived to pose a threat to the patient's physical or emotional safety, people who would take away the family caregiver's own energy, or both. Unwelcome visitors included people whom the family caregiver (a) no longer wanted the patient to have a relationship with due to past and potentially future negative influence, (b) perceived would overstimulate the patient, (c) thought would tell the patient unpleasant information, and (d) presumed would take away energy from the family caregiver by being a nuisance or being overly emotional. Unwelcome visitors were also people who arrived unannounced.
In addition to the above-listed considerations, to determine who was unwelcome, family caregivers often assessed the visitors' relationship to the patient, focusing on the visitor's level of closeness to the patient. Those whom family caregivers perceived to not be close to the patient (e.g., those claiming to be friends of the patient who were unknown to the family caregiver) were unwelcome. To prevent any threats to the patient's physical and emotional safety, some family caregivers made a valiant effort to block unwelcome visitors from seeing the patient.
Three approaches to managing unwelcome visitors. Family caregivers managed unwelcome visitors using three main approaches: (a) managing unwelcome visitors alone, (b) managing unwelcome visitors with others, and (c) managing unwelcome visitors by collaborating with staff (see Figure 1) . Family caregivers used various combinations of all three approaches. Family caregivers managed visitors as a group and individually before and after they arrived to the hospital.
Approach 1: Managing unwelcome visitors alone.
Multiple family caregivers reported using Approach 1, managing unwelcome visitors alone, before and after visitors arrived to the hospital.
Before unwelcome visitors arrive to the hospital. Some family caregivers who managed unwelcome visitors alone also attempted to do so using Facebook. When a person unknown to the family caregiver inquired about visiting on Facebook, the family caregiver assessed the nature of the potential visitor's relationship to the patient and his or her motivation for wanting to visit.
I told all of her friends that I already had on my Facebook friends list, "Tell others if they want to visit, send me a Facebook message, say who you are, say why you want the information, and I will add you. Just so long as you can tell me who told you to talk to me and why you want to visit." (Caregiver 4) People perceived to be a definite threat to the patient's emotional safety were kept at a distance. Family caregivers talked with these people directly and told them not to come, gave them permission to be away, and gave them work to do to keep them away.
As far as he goes, it would have been difficult if he had dropped out of school and been sitting at her bedside this whole time. Honestly, I would have been trying to take care of him too, had he been here. I told him that his sister would want him to stay in school and to keep his grades up for her, and that way he didn't come. (Caregiver 1)
After unwelcome visitors arrive to the hospital. Unwelcome visitors who arrived unannounced were often blocked from seeing the patient because family caregivers perceived unannounced visitors as dangerous, potentially threatening the patient's safety. When [unwelcome] visitors showed up, I thanked them for coming and then asked them to leave. I was always very gracious, but I was very direct that my son was not up for visitors right now. I also asked them to call before coming in the future. (Caregiver 12) Family caregivers who used Facebook to manage visitors often had to deal with visitors who did not use Facebook and arrived unannounced. Family caregivers' reactions to these visitors varied. Some family caregivers perceived these visitors had limited or no influence on the patient's safety and allowed them to see the patient. Family caregivers who perceived these visitors to have a negative influence on the patient's safety prevented them from seeing the patient and asked them to leave. Others expressed concerns about unwelcome visitors having a negative influence on the patient but only hoped that these people would not continue to visit.
If he was involved with any friends that were a negative influence in the past, it was kind of hard to let them come. Then I realized I'm just hoping that he's going to get past any of those thoughts of going backwards and just keep going forward. (Caregiver 5) Overall, the strategies family caregivers implemented when managing visitors alone were not always successful. Success was determined by the ability to keep unwelcome visitors from coming to the hospital. When one strategy was not successful (such as using social media to communicate with visitors), family caregivers tried other strategies (such as asking unwelcome visitors to leave). Inability to manage unwelcome visitors caused family caregivers feelings of stress, anxiety, and being overwhelmed. Family caregivers reported limited involvement of staff in assisting them with managing unwelcome visitors, which led to frustration. "I was a little angry that they [staff] were letting other people aside from family just hanging, standing right next to the door of her room" (Caregiver 3). Because of this, family caregivers increased the time they spent at the hospital or implemented other approaches, such as managing unwelcome visitors with others.
Approach 2: Managing unwelcome visitors with others. Some family caregivers reported managing unwelcome visitors with others, requesting assistance from family members or friends they trusted. Managing visitors with others often involved delegating at least some "managing unwelcome visitors" tasks when the family caregiver was absent, when they were uncomfortable doing so, or when they felt overwhelmed.
Before unwelcome visitors arrive to the hospital. Some family caregivers asked family members or friends to help update their Facebook when they became overwhelmed. Similar to strategies used to manage welcome visitors, family caregivers who were unfamiliar with Facebook had family members or friends communicate with unwelcome visitors using a phone or email tree.
My cousin sent out mass emails to friends, family, and church group so people knew not to come. That extra person to help you relay other things to everybody else is super helpful because I can't do 50 emails or texts and phone calls per day. (Caregiver 12) After unwelcome visitors arrive to the hospital. When unwelcome visitors arrived at the hospital, family caregivers often had their family members and friends ask them to leave.
He went to admissions and found out where she was. I found him sitting in front of her door. I ended up letting my friend deal with it. She looked at his face and said, "Now is not the time to be here." And she turned him around and walked him out. (Caregiver 3) Family caregivers who managed unwelcome visitors with others were comfortable not being at the hospital constantly, as they could rely on others to help in their absence. "We're trying to stay, at least one of us, with him 24 hours. My husband does the nights and I do the days, because I'm not good at staying awake for long periods of time [chuckles]" (Caregiver 13).
Consequences of managing unwelcome visitors using Approaches 1 and 2.
Family caregivers put a significant amount of energy and time into managing unwelcome visitors, which could have been focused on the patient. These family caregivers also had lost productivity because they were constantly at the hospital instead of tending to other outside responsibilities. Family caregivers also reported feelings of stress, anxiety, frustration, and hypervigilance when managing unwelcome visitors without staff involvement. Lack of staff involvement caused family caregivers to feel exhausted and to distrust staff.
Approach 3: Managing unwelcome visitors by collaborating with staff.
Only four family caregivers reported managing unwelcome visitors by collaborating with staff. Of these people, three had success in managing unwelcome visitors. There were also variations in who initiated the first conversation about visitors (initiated by staff or family by caregiver(s)).
Before unwelcome visitors arrive to the hospital. One family caregiver reported initiating a conversation about visitors with staff immediately after the patient was admitted. This family caregiver was unsure if the patient's injury was intentional and perceived a severe threat to the patient's safety. The family caregiver asked staff to prevent anyone from receiving information about the patient, and staff agreed to do so using a specific strategy: making the patient confidential. Staff had the family caregiver sign a form that listed the patient's room location as confidential in the patient registry. This strategy was successful, and no unwelcome visitors came or were allowed to see the patient.
At first I just wasn't allowing anybody to come. I went to talk to the staff and had them put her as confidential because we didn't know if somebody pushed her. Even her friends wanted come and see her in the hospital, but I wasn't allowing anyone. (Caregiver 1)
In a situation where a family caregiver was unable to successfully manage unwelcome visitors alone and with others, the family caregiver enlisted the help of staff by approaching staff about the ongoing issue. Staff suggested implementing a list of approved visitors. The family caregiver gave staff the list and asked for it to be enforced at all times. This strategy was not successful as the list of approved visitors was rarely enforced, and unwelcome visitors were allowed access to the patient. I wish that was handled different and even when we gave them a family list, there were people coming still getting in to see her I thought had no business being there. They [staff] are obviously busy and it's too much to ask they help in keeping people out (Caregiver 3) In two other situations, staff approached two separate family caregivers immediately after the patient was admitted to intensive care to discuss visitors, determining whether any visitors would be coming and assessing the family caregiver's concerns about visitors. After these family caregivers shared concerns about visitors, staff implemented strategies to prevent unwelcome visitors and communicated openly about their efforts. Staff asked the family caregivers to provide a list of approved visitors, and the family caregivers perceived staff would enforce this list in their absence.
We gave them a list of approved visitors, it was my daughters, their spouses, and myself . . . No one really went against it, but the nurses did say, if somebody that wasn't on the list came, they would tell them the patient isn't taking visitors. (Caregiver 11) Next, if any person was persistent in getting information about the patient over the phone, staff told the family caregiver and suggested making the patient confidential.
He did call and was extremely persistent about getting information. The nurse I talked to recommended that I sign this confidential form. She said without that form, he could call back, get my husband's room number, and come walking up there. (Caregiver 11) After unwelcome visitors arrive to the hospital. If a visitor came to see the patient, another strategy agreed upon between the staff and family caregiver was asking the family caregiver whether each visitor should be allowed to see the patient. However, this strategy required the family caregiver or another trusted person to be there at all times to determine who was welcome. "We had the staff ask us before they let anybody back there. The staff were instructed to ask us when each person arrived" (Caregiver 13). Finally, if the family caregiver had provided staff with a list of approved visitors, staff enforced this list, even in the family caregiver's absence.
Consequences of managing unwelcome visitors using Approach 3.
Because of the actions of staff, almost all of these family caregivers perceived staff to be willing to assist in managing unwelcome visitors, particularly when staff implemented all agreed upon strategies. The family caregivers with this experience felt comfortable leaving the hospital to fulfill outside responsibilities, as they trusted that staff would manage visitors in their absence.
I was very comfortable and that helped because I could not be there during the day. I knew he was in good hands. If somebody would have gotten past to visit that should not be there, I know the staff would've have asked them to leave. (Caregiver 11)
Discussion
The purpose of this study was to investigate family caregivers' experiences with visitors while patients with moderate-to-severe TBI are hospitalized. Results show family caregivers managed all visitors longitudinally during the hospital stay and put considerable effort into doing so. Family caregivers filtered welcome and unwelcome visitors and managed the number, frequency, duration, and timing of visits. Family caregivers reported limited success in managing unwelcome visitors, and perceived staff were both unaware of their efforts and uninvolved in the process.
Research on visitation policies during the hospital stay show that there are generic visitation policies during critical care, with restrictions that only limit the frequency and duration of visitors' stays (Shulkin et al., 2014) as opposed to the visitor's characteristics and their perceived influence on the patient. As patients with moderate-to-severe TBI have cognitive impairments that may preclude them from stating their preferences on visitors, their family caregivers often make visiting decisions on their behalf. Thus, it is important to understand the process of family caregivers' management of visitors during the hospital stay so that staff may support family caregivers and determine opportunities for improving nurse-family collaboration. Yet no research or clinical guidelines could be found to direct health care providers on assisting family caregivers with unwelcome visitors throughout the hospital stay. The generic nature of hospital visitation policies and clinical guidelines imply that there is a "one size fits all" visiting policy. This study shows that families are a lot more discriminating.
Family caregivers' use of protective caregiving strategies, often termed "family vigilance" (Carr, 2014) , and attempts to conserve their own energy (Agard, Egerod, Tønnesen, & Lomborg, 2015) during the hospital stay have been documented in the literature. However, current literature does not specify what the family is trying to protect the patient from or strategies they use to do this, which is demonstrated in this study. In addition, the literature suggests that family caregivers attempt to conserve energy using self-care strategies, such as resting at the patient's bedside and decreasing the length and frequency of their own visits (Agard et al., 2015; Östlund, Bäckström, Saveman, Lindh, & Sundin, 2016) . Our study adds to the literature on strategies family caregivers use to protect the patient and to conserve their own energy during the hospital stay. In addition, multiple studies show the effect of burden outside the hospital for family caregivers (Ajay, Kasthuri, Kiran, & Malhotra, 2017; Dionne-Odom et al., 2016) , but few studies address the burden inside the hospital for family caregivers who are involved in the patient's care. This study adds to the literature on potential causes of burden inside the hospital for family caregivers.
As nurse-family collaboration is essential to improving patient care and family caregivers' well-being throughout the hospital stay (Carlsson, Carlsson, Prenkert, & Svantesson, 2016; Frampton et al., 2017) , it is important to determine whether there are discrepancies in nurses' and family caregivers' perceptions. No literature exists that assesses nurses' perceptions of visitors for patients with cognitive impairments. However, when comparing the literature on nurses' general perceptions of visitors who come to see patients with other health conditions to the findings of this study, it is clear that nurses' and families' perceptions differ.
Regarding nurses' perceptions, the research seems divided between studies suggesting that visitation has either a negative or positive influence. Studies of negative influence focus on the perceived effect of visitors on nurses and patients, identifying that some nurses perceive visitors make the environment unsafe by interfering with nurse roles/procedures (Nuss et al., 2014) , increasing risk of infection for patients (Hart et al., 2013) , and overstimulating the patient (Voncina & Newcomb, 2016) . Studies showing a positive influence identify visitors as valuable resource, particularly when family members assist in taking a patient history (Cappellini, Bambi, Lucchini, & Milanesio, 2014) and provide the patient with emotional support (Segaric & Hall, 2015; Voncina & Newcomb, 2016) . Based on literature and the current study, there appears to be overlap between nurses' and family caregivers' perceptions only concerning patient overstimulation (Voncina & Newcomb, 2016) . These discrepancies in perceptions of visitors can cause frustration and miscommunication between nurses and family caregivers, which may negatively affect nurse-family relationships. Our study adds to the literature by identifying potential areas of discrepancies, which can be addressed when supporting the family of the patient.
Implications for Practice
These findings have implications for nurse-family collaboration to improve family nursing care, emphasizing the need for staff to have open communication with family caregivers about managing visitors (Bell, 2013; Frampton et al., 2017; Lor, Crooks, & Tluczek, 2016) . First, although this sample only included family caregivers of patients with moderate-to-severe TBI, these findings have wide-reaching implications for family caregivers of patients hospitalized for various health conditions. Second, these findings can increase staff awareness that managing visitors is a difficult process for family caregivers during the hospital stay, particularly emphasizing the consequences of discrepancies in nurses' and families' perceptions about visitors. If nurses are only concerned that visitors will interfere with their work and pose an infection risk to the patient, they will likely miss family caregivers' concerns, leading to unmet expectations and frustration. Nurses who would like to partner with family caregivers to potentially improve the care of the patient, improve the family caregiver's well-being, and decrease the family caregiver's in-hospital burden can inquire about family caregivers' visiting preferences to determine whether there are any issues that need to be addressed.
Third, these findings not only raise questions for who should be responsible for managing unwelcome visitors, but also have implications for system-level change to increase staff involvement in managing visitors. From a hospital administration standpoint, changing policies to state the institution should be held accountable to assist families to manage visitors may pose a liability; however, it is still important to discuss ways staff can informally assist families. Recommendations for informal management of unwelcome visitors at the hospital-level include system change and administrative support to change visiting policies to address families' concerns by (a) requiring each family to submit a list of approved visitors that is enforced by staff, (b) having all visitors check in at the nurses' station, and (c) giving the family caregiver visitors' badges to hand out to approved visitors and having staff ask people without badges to leave.
Fourth, it is important that staff are adequately trained and educated on how to assist family caregivers in this process. These findings can be used to educate health care providers, particularly nurses, to improve their understanding about the family's experience. Overall, family caregivers had difficulty managing unwelcome visitors alone or with others, suggesting health care providers need to use new or different strategies to support the wellbeing of family caregivers during the hospital stay, particularly as it relates to protecting the patient. In addition, recommendations for staff education and training include educating and training staff to (a) talk with the family immediately after hospital admission and intermittently throughout the hospital stay to determine their needs about visitors and to notify them of limits that can be placed on visitors (e.g., a list of approved visitors); (b) be consistent with implementing family caregivers' requests about managing visitors (i.e., sharing visiting requests at interdisciplinary team meetings and during hand-off); (c) educate family members on strategies to manage visitors, such as putting the blame on staff (e.g., "I'm sorry, my husband's nurse said he is not ready for visitors yet") or enlisting a trusted person indirectly involved with patient's care as gatekeeper (e.g., patient's aunt); and (d) tailor strategies for each family, as strategies that are useful for one family may not be useful for another (Jacob et al., 2016) .
Limitations
First, this sample contains many family caregivers who had difficulty managing visitors, limiting knowledge about the strategies used by family caregivers who had success in managing visitors. However, as the majority of our sample had this experience, these findings may be representative of the typical experience for managing visitors. Second, all family caregivers in this sample were White, limiting application to family caregivers from diverse backgrounds. However, these findings provide a foundation for future research. Finally, the cause of each patient's injury was not taken into consideration, which may have altered strategies used. Regardless, without considering this factor, strategies used were consistent throughout our sample.
Future Research
The findings of this study describe the theoretical possibilities of managing visitors. More research is needed to determine the range, frequency, and distribution of family caregivers specific to managing visitors, including using a quantitative study to verify this conceptual model. As family caregivers seemed to have the most success managing visitors by collaborating with staff, researchers could further investigate this approach to managing visitors, including investigating staff's perceptions in managing visitors to better understand their perceived roles in this process. In addition, further research could be done to determine whether staff assistance to family caregivers to manage visitors during the hospital stay has an effect on the well-being of the family caregiver. Other researchers may wish to simultaneously investigate nurses' and family caregivers' perceptions of visitors to determine whether discrepancies exist. Finally, future researchers could investigate how managing visitors may vary for family caregivers from diverse backgrounds.
Conclusion
Family caregivers of patients with moderate-to-severe TBI play a major role in supporting the patient during the hospital stay, including managing visitors to protect the patient's physical and emotional safety and conserve their own energy. Our findings described the nuanced approaches used to protect patients during the hospital stay, showing positive and negative consequences to implementation of different approaches. Many family caregivers perceived staff were unaware of their efforts to manage visitors and were uninvolved in this process. These findings provide evidence that management of visitors is an area where family caregivers need more assistance from hospital staff, showing that family caregivers are putting a significant amount of work into managing visitors, which could be affecting their well-being. An opportunity exists for nurses to collaborate with family caregivers to manage visitors by assessing family caregivers' visiting preferences and providing family caregivers with strategies to manage visitors. Doing so could improve family nursing care for patients with moderate-to-severe TBI.
